Symptoms at the time of admission included exertional dyspnea, dizziness and palpitations. He denied chest pain, fever, chills or weight loss. On physical examination the pulse was 80 and the blood pressure was 115/50 mm Hg. The jugular venous pressure was not elevated. The carotid upstroke was brisk with bisferiens quality. The lungs were clear to auscultation and percussion. On cardiac examination the patient had an enlarged heart with the PMI in the anterior axillary line in the sixth left intercostal space. There was a prominent left ventricular lift and a systolic thrill along the left sternal border. The first heart sound was normal, the second heart sound was paradoxically split. There xvas an ejection click followed by a grade 4/6 systolic ejection murmur which was loudest in the aortic area and radiated to the carotids. There was a grade 4/6 prolonged diastolic decrescendo murmur along the left sternal border. A fourth heart sound was present. The remainder of the physical examination was normal. The electrocardiogram showed Circulation, Volume XLIX, Apfil 1974
SINCE EDLER'S' original echocardiographic description of the aortic valve, abnormal aortic valve echo patterns have been described in such conditions as valvular aortic stenosis,2 hypertrophic3 and discrete4 subaortic stenosis, truncus arteriosus and low cardiac output,5 and endocarditis.6 In the present report we describe a patient with clinical features of aortic stenosis and insufficiency who had a distinctive echocardiographic structure within the aorta and base of the left ventricle which at cardiac catheterization was found to be a right sinus of Valsalva aneurysm protruding into the left ventricle. After surgical closure of the aneurysm, the region of the left ventricular outflow tract and aortic root remained thickened; but the abnormal preoperative echocardiographic motion of the aneurysm was no longer present.
Case Report
A 31-year-old male was first noted to have the murmurs of aortic stenosis and insufficiency at age 22. During a routine cardiac clinic visit, an unusual echocardiographic pattern was noted in the aortic valve region; and the patient was admitted to the Indiana University Medical Center for further evaluation. Symptoms at the time of admission included exertional dyspnea, dizziness and palpitations. He denied chest pain, fever, chills or weight loss. On physical examination the pulse was 80 and the blood pressure was 115/50 mm Hg. The jugular venous pressure was not elevated. The carotid upstroke was brisk with bisferiens quality. The lungs were clear to auscultation and percussion. On cardiac examination the patient had an enlarged heart with the PMI in the anterior axillary line in the sixth left intercostal space. There was a prominent left ventricular lift and a systolic thrill along the left sternal border. The first heart sound was normal, the second heart sound was paradoxically split. There xvas an ejection click followed by a grade 4/6 systolic ejection murmur which was loudest in the aortic area and radiated to the carotids. There was a grade 4/6 prolonged diastolic decrescendo murmur along the left sternal border. A fourth heart sound was present. The remainder of the physical examination was normal. The electrocardiogram showed Circulation, Volume XLIX, Apfil 1974 
